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SAcute Reversal of Endothelial Dysfunction in the Elderly After Anti-
oxidant Consumption
Wray DW, Nishiyama SK, Harris RA, et al. Hypertension 2012;59:818-24.
Conclusion: Antioxidant consumption can acutely restore endothelial
dysfunction in elderly patients.
Summary: Endothelial dysfunction likely contributes to atherosclero-
sis through a reduction in bioavailability of nitrite oxide (NO). There is also
an age-related increase in plasma free radical concentration that contributes
to a decrease in the bioavailability of NO. The authors investigated whether
acute antioxidant treatment would result in a reversal of the decrease in
endothelial function in elderly patients. As markers of endothelial function,
the authors used flow-mediated vasodilatation and reactive hyperemia,
which were evaluated after the individual consumed placebo or an oral
antioxidant cocktail consisting of 1000 mg of vitamin C, 600 IU of vitamin
E, and 600 mg of -lipoic acid. This study was performed in 87 healthy
volunteers, pairing 42 younger volunteers (25  1 years) with 45 older
volunteers (71  1 years). This was a double-blind, crossover, designed
study. Blood velocity and brachial artery diameter, as measured with ultra-
sound imaging, were assessed before and after 5 minutes of forearm circu-
latory arrest. Serummarkers of lipid peroxidation, total antioxidant capacity,
endogenous antioxidant activity, vitamin C, plasma nitrite, nitrate, and
3-nitrotyrosine were also determined. With placebo, there was an age-
related reduction of brachial artery vasodilatation in young (7.4% 0.6%) vs
older (5.2%  0.4%) patients. Antioxidant consumption improved flow-
mediated vasodilatation in older participants (placebo, 5.2%  0.4%; anti-
oxidant, 8.2% 0.6%). Flow-mediated vasodilatation declined after antiox-
idant therapy in younger participants (placebo, 7.4%  0.6%; antioxidant,
5.8%  0.6%). Age was associated with a reduction in reactive hyperemia,
but antioxidants did not alter the response in the younger or older groups.
Comment: The data demonstrate that antioxidant consumption can
acutely restore some elements of endothelial function in older patients.
Antioxidants, however, apparently disrupt normal endothelial-dependent
vasodilatation in younger individuals. The data must be rectified with clinical
trials that have failed to demonstrate a beneficial effect of long-term antiox-
idant administration on cardiovascular health (Kris-Etherton PM et al,
Circulation 2004;110:637-41). There are, however, certainly marked dif-
ferences in study design between short-term interventional studies, such as
in this report, and longer-term clinical trials of antioxidant therapy on
cardiovascular health. The current study suggests some link between endo-
thelial dysfunction and oxidative stress in older patients. The authors note
the assay used in this study reflects peroxynitrite and that peroxynitrite may
originate from multiple sources. The data cannot therefore be directly
translated to imply potential benefits of long-term antioxidant therapy.
Additional background work will be required before consideration of de-
signing clinical trials evaluating the oral antioxidant cocktail used in this
report.
Association of a Difference in Systolic Blood Pressure Between Arms
with Vascular Disease and Mortality: A Systematic Review and
Meta-analysis
Clark CE, Taylor RS, Shore AC, et al. Lancet 2012;379:905-14.
Conclusions:A difference of systolic blood pressure (SBP) of10mm
Hg or 15 mm Hg between arms is potentially an indicator to identify
patients who need further vascular assessment. A difference of15 mmHg
could be a useful indicator of risk of vascular disease and death.
Summary: The most commonly advocated noninvasive screening
study for detection of vascular disease is the ankle-brachial index (ABI).
However, performing ABIs requires time, experience, and training, and
despite recommendations, the ABI has not been widely adapted in the
primary care setting. There is an established link between a 15-mm Hg
difference between brachial pressures and subclavian stenosis (Agarwal R et
al, Hypertension 2008;51:657-62) as well as atherosclerotic plaque (Shad-
man R et al, J Am Cardiol 2004;44:618-23). The National Institute for
Health and Clinical Excellence (NICE) clinical guideline for hypertension in
the United Kingdom indicates a difference of10 mm Hg in SBP between
arms is normal, with a difference of20 mm of Hg occurring in4% of the
population and generally associated with underlying vascular disease (NICE:
The clinical management of primary hypertension in adults. CG127. Lon-
don: NICE; 2011). The authors investigated whether there is an association
between differences in arm SBPs and peripheral vascular disease and death.
The authors searched the MEDLINE, EMBASE, Cumulative Index to
Nursing and Allied Health Literature, Cochrane, and Medline In Process
databases for studies published before July 2011 that showed differences in
r
tBP between arms that was also associated with data for subclavian stenosis,
eripheral vascular disease, cerebral vascular disease, cardiovascular disease,
r survival. They then used random-affects meta-analysis to combine esti-
ates of the association between differences in SBP between arms for each
utcome. Of 28 studies eligible for review, 20 were included in this meta-
nalysis. Five invasive studies used angiography, with a mean difference in
BP between arms of 36.9 mm Hg (95% confidence interval [CI], 35.4-
8.4) for proven subclavian stenosis (50% stenosis). A difference of 10
m Hg was strongly associated with subclavian stenosis (risk ratio [RR],
.8; 95% CI, 3.6-21.2). Pooled findings of noninvasive studies showed a
ifference of 15 mm Hg was associated with peripheral vascular disease in
ine cohorts (RR, 2.5; 95% CI, 1.6-3.8; sensitivity, 15% [range, 9%-23%];
pecificity, 96% [range, 94%-98%]), pre-existing cerebrovascular disease in
ve cohorts (RR, 1.6; 95% CI, 1.1-2.4; sensitivity, 8% [range, 2%-26%];
pecificity, 93% [range, 86%-97%]), and increased cardiovascular mortality in
our cohorts (hazard ratio, 1.7; 95% CI, 1.1-2.5) and all-cause mortality
hazard ratio, 1.6; 95% CI, 1.1-2.3). A difference of 10 mm of Hg was
ssociated with peripheral vascular disease in five studies (RR, 2.4; 95% CI
.5-3.9; sensitivity 32% [range, 23%-41%]; specificity, 91% [range, 86%-
4%]).
Comment: To vascular surgeons, this all seems patently obvious;
owever, from an epidemiologic and perhaps primary care point of view, the
elative implications on death and the presence of vascular disease provided
y a difference in SBP between the arms had not been previously quantified.
f course, what will need to be determined is whether interventions based
n determining these differences in SPB between arms will actually result in
ecreased progression of atherosclerosis, decreased cerebrovascular events,
nd decreased death.
voiding Burnout: The Personal Health Habits and Wellness Practices
f US Surgeons
hanafelt TD, Oreskovich MR, Dyrbye LN, et al. Ann Surg 2012;255:
25-33.
Conclusion: There are specific measures surgeons can take to decrease
urnout and improve professional and personal quality of life (QOL).
Summary: A surgical work force to meet societal needs depends on
raining an adequate number of younger surgeons and also preventing older
urgeons from prematurely leaving practice. Exercise and preventative health
atterns, alcohol use and dependency, and personal health issues are sug-
ested to influence the length of a surgeon’s career (Harms BA et al, Ann
urg 2005;242:520-6). In addition, other studies have suggested depres-
ion, low mental QOL, and burnout are common among United States
U.S.) surgeons (Shanafelt TD et al, Ann Surg 2009;250:463-71). Because
he self-care strategies and personal wellness practices used by surgeons to
eal with the stress of practice have not been well explored, the American
ollege Surgeons Committee on Physician Competence and Health com-
issioned this study to evaluate personal health habits, personal wellness
trategies, and routine medical care practices of surgeons in the U.S. and to
xplore the associations between these and surgeon burnout and QOL. In
ctober 2010, American College of Surgeons members were sent an
nonymous cross-sectional survey that addressed self-assessment of routine
edical care practices, health habits, and personal wellness strategies of U.S.
urgeons as well as standardized assessments of burnout and QOL. Of the
,197 surgeons who participated in this survey, 3,911 (55.0%) engaged in
erobic exercise and 2,611 (36.3%) in muscle strengthening activities in
atterns consistence with the Centers for Disease Control and Prevention
ecommendations. Overall, physical QOL scores were superior for surgeons
ho followed the Centers for Disease Control and Prevention recommen-
ations (P  .0001). In the last 12 months, 46.2% of the participating
urgeons had seen their primary care provider. Surgeons who had seen their
rimary care provider in the previous 12 months were more likely to be
p-to-date with age-appropriate and sex-appropriate health care screening
nd had superior overall and physical QOL scores (all P  .0001). Of 16
ellness promotion strategies surveyed, ratings of importance differ for
urgeons without burnout (all P  .0001). Surgeon who placed greater
ocus on what is important in life, finding meaning in work, embracing a
ork–life balance strategy, and maintaining a positive outlook were all less
ikely to be burned out (all P  .0001).
Comment:This study suggests that weekly aerobic exercise and weight
raining, visits to primary care providers, and age-appropriate preventative
ealth evaluations may help decrease the burnout rate of U.S. surgeons.
trategies to maintain surgeons in the work force are important for several
easons. There is a projected decrease of surgeons in theU.S. work force over
he next 10 to 20 years, and one strategy to balance fewer surgeons is to keep
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September 2012876 Abstractssurgeons practicing longer. In addition, there appears to an association
between personal health habits and the care physicians provide their patients
(Schwartz JS et al, Ann Intern Med 1991;114:46-53). Surgeons themselves
and the health care system in general both have a stake maintaining a
population of healthy and happy surgeons!
Explaining the Decrease in Mortality From Abdominal Aortic Aneu-
rysm Rupture
Anjum A, von Allmen R, Greenhalgh R, et al. Br J Surg 2012;99:637-45.
Conclusion: The reduction in incidence of ruptured AAA (rAAA)
since 1997 can largely be attributed to changes in smoking prevalence and
increases an elective AAA repair in patients aged 75 years.
Summary: Data indicate that prevalence and incidence of AAA is
declining and has been doing so since 1999 (Norman PE, J Vasc Surg
2011;53:274-7). Age-standardized mortality rates from AAA also appear to
be decreasing (Sandiford P et al, Br J Surg 2011;98:645-51). Factors
influencing incidence, prevalence, and mortality of AAA are likely multifac-
torial reflecting perhaps decreased smoking prevalence, improvements in air
quality, and aggressively increasing strategies to protect against cardiovascu-
lar risks. All of these factors are also likely to influence population-based
incidences of rAAA and rAAA mortality. In this study, the authors assessed
the reduction in deaths from rAAA in England and Wales and possible
reasons for this reduction. They studied statistics for mortality, hospital
admissions, and procedures in England and Wales, beginning in 1997. Data
were age-standardized. Trends in smoking, hypertension, and treatment for
hypercholesterolemia (statins) with regression coefficients for death avail-
able for those aged at least 65 years. Deaths from rAAA avoided in this age
group were estimated using the IMPACT equation: deaths avoided 
(deaths in index year  risk factor declined)  -coefficient. From 1997,
deaths from rAAA have decreased almost twofold in men. Elective AAA
hospital admissions for repair increased only modestly, from 40 to 45 per
1,000,000 population and was attributable almost entirely to more proce-
dures in patients aged 75 years (P  .001). Hospital admissions for rAAA
declined from 18.6 to 13.5 per 1,000,000 population across all ages. The
proportion of patients offered and surviving emergency repair were un-
changed. From 1997, death from ruptured AAA in patients aged65 years
has fallen from 65.9 to 44.6 per 1,000,000 population. Eight to 11 deaths
per 1,000,000 population were estimated to have been avoided by a reduced
prevalence of smoking, and a similar number of deaths were also avoided
from an increase in the number of elective AAA repairs. Estimates for effects
of blood pressure and lipid control were uncertain.
Comment: In accompanying commentary to this article Dr M.
Thompson writes, “the epidemic of abdominal aortic aneurysm (AAA)
disease may be over.” There is, of course, a long way to go. However, the
combination of public health measures, decreasing smoking, and more
widespread treatment of AAA in the elderly all appear to be combining to
reduce rates of death from rAAA. With an the increasing elderly population
and the fact much of the decrease in death from rAAA is due to elective repair
in those aged75 years, vascular surgeons can continue to contribute to the
reduction in death from rAAA through increased safety of repair of AAA in
the older population. Given the likely presence of higher levels of comor-
bidities in the elderly, continued improvement in deaths from rAAA will be
a challenge for surgeons, anesthesiologists, intensivists, and primary care
physician involved in the care of these elderly patients.
Mechanism of Ischemic Infarct in Spontaneous Cervical Artery
Dissection
Morel A, Nagara O, Touze E, et al. Stroke 2012;43:14354-61.
Conclusion: In patients with cervical artery dissection (CAD), stroke is
most frequently associated with direct and indirect signs of artery-to-artery
embolization.
Summary: In young adults, extracranial CAD accounts for 20% of
strokes (Leys D et al, Neurology 2002;59:26-33). It is somewhat contro-
versial whether artery-to-artery embolization is the main mechanism of
stroke in CAD or that stroke results from reduced flow from the primary
cervical lesion. Should stroke result from reduced flow from the primary
cervical lesion, one could argue for open or endovascular revascularization,
whereas if artery-to-artery embolization is the primary event, anticoagula-
tion or antiplatelet regimens would seem to be most advantageous to
prevent secondary embolic events. Imaging studies can potentially distin-
guish hemodynamic from thromboembolic infarcts. For example, acute
thromboembolism can be demonstrated directly on brain magnetic reso-
nance (MR) imaging using the T2 sequence where intraluminal acute
thrombus appears as signal loss along the course of an occluded symptomatic
cerebral artery (Flacke S et al, Radiology 2000;215:476-82). Presumed
embolic mechanism of stroke can also be evoked indirectly on diffusion-
weighted imaging (DWI). DWIs demonstrating a pial or perforating terri-
tory stroke pattern are more likely reflective of an embolic mechanism of
stroke; however, DWIs indicating junctional or watershed infarcts more
likely indicate stroke of hemodynamic origin. The authors used imaging
c
ptudies to identify the most likely mechanism of stroke in patients with CAD.
hey retrospectively evaluated cervical ultrasound studies, cervical MR
ngiography, and stroke brain MR imaging in consecutive patients with
AD. An embolic mechanism was considered as the mechanism stroke in
ases of direct visualization of intracranial embolism as a susceptibility vessel
ign on T2 imaging or in the case of pial artery territory infarction with DWI.
hemodynamic mechanism of infarction was implicated in the case of
atershed infarction and pial artery territory infarction where two or more of
he following were present: severe stenotic or occlusive CAD, reduced
ntracranial velocity on ultrasound or signal on MR angiography, or hyper-
ntense vessel sign on fluid-attenuated inversion recovery. The remaining
atients were considered to have amixedmechanism of stroke after CAD.Of
72 consecutive patients with CAD, 100 (58%) had evidence of acute stroke
n DWI imaging. Of these 100 patients, stroke was attributed to a throm-
oembolic mechanism in 85, to a hemodynamic mechanism in 12, and a
ixed mechanism was felt to be present in only three.
Comment: The data in this study apply to patients with spontaneous
AD. Patients with CAD secondary to a traumatic mechanism do not appear
o have been entered into the study. Nonetheless, the data do suggest that
hromboembolism rather than hemodynamic infarction is the most frequent
ause of stroke when a cervical artery dissects. Prevention of artery-to-artery
mbolization would therefore appear to be the major priority in the large
ajority of patients with CAD, certainly those with spontaneous CAD. The
elative efficacy of antiplatelet therapy vs vitamin K antagonists in preventing
rtery-to-artery embolization in CAD is not definitely known. Randomized
ontrolled trials are needed to obtain Level 1 evidence of the role of heparin
r antiplatelet therapy and operative or endovascular therapies in the man-
gement of CAD.
esidential Proximity to Major Roadway and 10-Year All-Cause Mor-
ality After Myocardial Infarction
osenbloom JI, Wilker EH, Mukamal KJ, et al. Circulation 2012;152:
197-203.
Conclusion: There is an increased risk of all cause 10-year mortality
ssociated with living close to a major roadway at the time of acute myocar-
ial infarction.
Summary: Living close to a major roadway results in increased expo-
ure to traffic-related air pollution, traffic noise, and other potentially adverse
ealth factors. Living close to a roadway has been associated with increased
ates of coronary heart disease (Hoffmann B et al, Eur Heart J 2006;27:
696-702), increased stroke mortality (Maheswaran R et al, Stroke 2003;
4:2776-80), and deep venous thrombosis (Baccarelli A et al, Circulation
009;119:3118-24). Long-term exposure to air pollution is also known to
e associated with increased cardiovascular mortality, possibility related to
ncreased progression of atherosclerosis, increased inflammation, or in-
reased oxidative stress. This study is one of the first to focus specificity on
ortality associated to living close to a major roadway and is the first to
ddress the relationship between living near major roadways and later
ortality among survivors of an acute myocardial infarction. From 1989 to
996, 3886 individuals were hospitalized for acute myocardial infarction in
4 centers in the United States. Patients living in institutions, those with
nly post office boxes, and those whose address could not be GEO coded
ere excluded, resulting in 3,547 for analysis. Distance to the nearest major
oadway was assigned after addresses were GEO coded. Cox regression
nalysis was used to calculate hazard ratios, adjusting for personal character-
stics, such as age, sex, race, education, and marital status, as well as the
istance to nearest acute care hospital and clinical characteristic such as
moking, body mass index, comorbidities, and medications. Neighborhood
haracteristics were derived from the United States Census data (household
ncome, education). In the patients studied, there were 1,071 deaths after 10
ears of follow-up. In the fully adjusted model, compared with living1000
eters from a major roadway, hazard ratios (95% confidence intervals) for a
esidence distance away from a major roadway were 1.27 (1.01-1.60) for
100 meters, 1.19 (0.93-1.60) for 100 to 200 meters, and 1.13 (0.99-
.30) for 200 to 1000 meters (P  0.016 for trend).
Comment: The data indicate survival after acute myocardial infarction
ncreases as one moves away from having a residence near a major roadway.
his study adds to a growing consensus that living next to a major roadway,
hether because of air pollution or other unknown factors, is associated with
ncreasing manifestations of atherosclerosis. However, no study as of yet has
pecifically addressed proximity to roadways as a risk factor for peripheral
rterial disease or other clinically evident manifestations of atherosclerosis.
uperficial and Deep Venous Thrombosis, Pulmonary Embolism and
ubsequent Risk of Cancer
orensen HT, Svoerke C, Farkas DK, et al. Eur J Cancer 2012;48:586-93.
Conclusion: Lower limb deep venous thrombosis (DVT) and superfi-
ial venous thrombosis (SVT) are both preclinical markers of occult cancer,
articularly during the first year after diagnosis.
